process is simply to define the magnitude of the health care problems associated with abortion. Any analysis of abortion activity is confounded by a host of issues, including societal mores, religious beliefs, the availability of family planning methods and accuracy of abortion reporting. Nevertheless, one point is clear: In settings where access to abortion is restricted, many women resort to an unsafe practice to end an unwanted pregnancy, and in many cases they suffer complications that require emergency medical care.
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Within the field of public health, abortion is traditionally investigated through two types of data: hospital-based data obtained from health care information systems, and survey data from populationbased studies. Each of these sources suffers from substantial underreporting and errors in measurement, however. 4 Health information systems in developing countries are often unreliable. Given the neglected state of abortion care, it is not surprising that providers do not complete a form for every incomplete abortion procedure, if they provide any documentation at all.
Using surveys to measure levels of abortion is equally complicated by underreporting, if not more so. A study com-
The Postabortion Caseload in Egyptian Hospitals: A Descriptive Study
By Dale Huntington, Laila Nawar, Ezzeldin Osman Hassan, Hala Youssef and Nahla Abdel-Tawab U nsafe abortion-defined as the termination of an unwanted pregnancy by a person lacking the necessary skills, in an environment lacking the minimal medical standards, or both 1 -is an important global health problem, particularly in developing countries. In 1990, approximately 20 million women worldwide underwent unsafe abortions, resulting in an estimated 70,000 deaths-69,000 of them in developing countries. 2 The 1994 International Conference on Population and Development addressed this issue in paragraph 8.25 of the Programme of Action, which was signed by every participating government. The statement noted that: "All Governments and relevant intergovernmental and nongovernmental organizations are urged to strengthen their commitment to women's health, to deal with the health impact of unsafe abortion as a major public health concern and to reduce the recourse to abortion through expanded and improved family planning services.…In all cases, women should have access to quality services for the management of complications arising from abortion." 3 The implementation of this paragraph is a major challenge for reproductive health professionals worldwide. A first step in this paring results from surveys conducted in the United States between 1976 and 1988 with abortion registration statistics for this period found that fewer than one-half of abortion procedures had been reported by survey respondents. 5 Despite the use of indirect questioning techniques 6 and other attempts to assure confidentiality through self-administered questionnaires, 7 a degree of ambiguity and underreporting remains. Indirect estimation techniques based on survey data 8 are commonly used in secondary analyses of national data sets, but they provide little information on the health consequences and mortality associated with abortion.
We report results from a descriptive study of women who presented at publicsector hospitals in Egypt for treatment of complications from incomplete abortion (spontaneous or induced). We undertook this study as part of a larger operations research program to improve postabortion care overseen by the Egyptian Ministry of Health and Population. Prior to this research, very little quantitative information was available that estimated national levels of abortion activity, identified the major Volume routinely collected statistics. Thus, a simple review of medical records is not always a feasible alternative for a hospitalbased study, particularly in Egypt.
Methodology

Sampling
In Egypt, the definition of a hospital ranges from any health care facility that has a bed to tertiary care facilities that provide a range of the customary inpatient curative services. 15 Among the latter are five different categories of hospitals that could have been included in this study. The largest group is the 538 Ministry of Health and Population hospitals (urban and rural) that comprise approximately two-thirds of all hospitals in Egypt, or about 60% of the country's hospital beds. 16 In addition, the government's Health Insurance Organization operates 24 regional hospitals that provide curative services to formal-sector workers. A third group, the Curative Care Organization, is composed of six autonomous organizations-some of which were established in the 1964 nationalization of private hospitals-that provide tertiary care services on a not-for-profit basis. There are also 31 medical university hospitals in Egypt. In addition to these public-sector facilities, there are approximately 453 private hospitals in Egypt. 17 We included a total of 569 hospitals in our sampling frame, including most of those administered by the Ministry of Health and Population and the university medical hospitals. The Curative Care Organization, the Health Insurance Organization and privatesector hospitals were excluded from the study due to administrative difficulties in obtaining authorization for data collection activities in those facilities. Exclusion of the private hospitals results in an underestimate of national postabortion caseload indicators, although the degree of underestimation is unknown.
We also excluded those specialty hospitals operated by the Ministry of Health and Population that do not commonly treat obstetric and gynecologic patients (such as pediatric, ophthalmology and fever hospitals). Because these facilities typically treat so few abortion cases, we did not anticipate any significant effect from their exclusion on our estimates. Counting all types of the country's hospitals, our sampling frame included about one-half-95% of government facilities and about 60% of all hospital beds.
A panel of experts reviewed the sampling frame to confirm its accuracy and completeness. Approximately 15% of the hospitals were randomly selected (n=86).
health-related effects of unsafe abortion and revealed the quality of routine medical care provided to postabortion patients.
Background
Egypt's abortion policy is usually classified as "rather restrictive" on a worldwide scale, as it permits abortion only to preserve the health of the woman. Islamic theologians generally view the termination of a pregnancy to save a woman's life as acceptable, even beyond the 120 days that is frequently cited, 9 although within the Muslim faith there are varying schools of thought concerning ensoulment of the fetus and abortion. 10 Nevertheless, if an abortion is performed for reasons other than saving the woman's life, then both the woman and the provider are subject to legal and religious prosecution.
11 Even when pregnancy is terminated within the prescribed 120-day period and for health reasons, abortion is an extremely delicate and sensitive issue in Egypt.
Because of the restrictions placed on abortion, the availability of safe abortion services in Egypt is limited, particularly for poorer women. Many of the traditional means of self-induced abortion (or induced menstruation, for cases of unrecognized pregnancy) that have been reported in other countries also occur in Egypt. These include carrying heavy loads, ingesting medications and introducing foreign objects into the uterus.
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The incidence of abortion in Egypt is not well understood. Nearly 3% of women asked directly in the 1995 Egypt Demographic and Health Survey (DHS) whether they had ever had an induced abortion said they had, but an additional 25% of ever-married women reported that they had experienced a miscarriage in the past. 13 About 16% of currently married women in Egypt have an unmet need for family planning (for spacing or limiting purposes), and 20% of the births during the five years preceding the 1995 Egypt DHS were declared as unwanted; an additional 11% were described as wanted but at a later date. 14 The number of Egyptian women who come to hospitals and health centers with complications from incomplete abortion is not commonly reported in the Ministry of Health and Population's information system. Women treated for abortion (both spontaneous miscarriage and induced abortion) are frequently categorized as an "In-Patient, Obstetrics and Gynecology Admission," which in turn covers several other diagnostic categories. In addition, hospitals differ in the type and quality of Using standard sampling procedures, the probability of selection was kept proportionate to the average number of beds in each hospital, the best available indicator of obstetric and gynecologic caseload. After reviewing the resulting sample, we replaced one geographically isolated hospital (using the same random sampling procedure), as difficulties posed by its remote location would have increased data collection costs.
Data Collection Procedures
The study used two data collection forms that were filled out by the attending physicians or designated staff. Each of the obstetrics and gynecology departments recorded on a standardized tally sheet the daily total of all obstetric, gynecologic and postabortion patient admissions. A medical record abstract form was developed to collect information on postabortion patient characteristics, medical findings upon admission, surgical procedures, other treatments used during hospitalization and family planning history. The last indicator included information on the wantedness of the pregnancy that had just been lost and the woman's report of her contraceptive practice at the time of conception.
In each hospital, members of the obstetrics and gynecology department staff (three or more, depending on the size of the department) were requested to complete one form for each postabortion case admission during a continuous 30-day period. Each group was instructed to exclude women with threatened abortion who were later discharged or who delivered. For cases that were not personally treated by the staff responsible for the data collection, the medical record form was completed in consultation with the attending physician.
Information from the patient was taken after treatment and when the patient was capable of giving informed consent. The brief interview was conducted in private. The data collectors in each hospital took part in a one-day training program, conducted on-site in their hospital by one of the study's field supervisors, who had themselves been trained previously by the Egyptian Fertility Care Society and the Population Council staff. Data collection was closely monitored through frequent site visits by trained field supervisors, in an approximate ratio of one supervisor per every six hospitals. During each visit, the supervisor reviewed all forms for data quality and completeness, made crosschecks with hospital records to assess if all patients had medical record forms filled out and reviewed data collection than one-third (35%) were classified as spontaneous abortions (Figure 1 ). The majority, however, were labeled either as possibly induced (58%) or as probably induced (2%).
There was a significant difference (p<.001) in the mean age of patients across the four categories. The mean age was 30.4 years among patients whose abortions were classified as certainly induced, 29.3 among those classified as probably induced, 28.2 among those classified as possibly induced and 25.7 among those classified as spontaneous. Patients whose abortions were classified as certainly induced were older than patients in other categories, while patients whose abortions were classified as spontaneous were younger-even though the biological risk of miscarriage is known to increase with age.
The postabortion patients in this study reported a total of 31,375 previous pregnancies and 2,492 previous abortions (both spontaneous and induced). Hence, we derived an abortion ratio of 7.95 abortions of all types per 100 pregnancies for this hospitalized population. In order to generalize this ratio to the entire population, we multiplied the number of abortions by a factor of 6.6667, in order to increase the 15% sample up to the level of all public-sector hospitals included in the sampling frame.
In this way, we produced monthly and annual estimates of the total number of abortions treated in all Egyptian publicsector hospitals. We assumed that for every two postabortion cases, there is one woman who has a complete abortion without seeking hospital care; thus, we used a multiplier of 0.5 to represent the number of abortions that do not lead to medical treatment in hospitals.
† We reduced the resulting amount by 35% to remove the proportion of cases estimated to be spontaneous abortions in our earlier application of the WHO classification scheme. We then divided this figure by the total number of births (1.74 million), 19 estimated abortions and miscarriages in Egypt in 1994. This procedure yielded an estimated ratio of 14.8 induced abortions (including abortions classified as probably or possibly induced) per 100 pregnancies, a rate comparable to that in North Africa and Southern Africa (Table 1) .
Patient Characteristics
We examined whether postabortion patients differed from women of reproductive age in general. The medical record form included a limited range of social and demographic indicators, which we compared to the characteristics of women from the 1995 Egypt DHS (Table 2 , page 28).
Overall, the mean age of abortion patients procedures with all relevant hospital staff.
To classify abortion-related morbidity, we applied the protocol recommended by the World Health Organization (WHO). 18 * Based on information from the patient and the physician's examination, abortions are classified into the following four categories:
•Certainly induced, when the woman herself reports inducing the abortion, or when there is evidence of trauma or of a foreign body in the genital tract; •Probably induced, when sepsis or peritonitis is present and the woman indicates that the pregnancy was unplanned (i.e., she says she was using a contraceptive method or, if not, for reasons other than a desired pregnancy); •Possibly induced, when only one of the two conditions for classifying a case as probably induced is present; and •Spontaneous, when none of the conditions necessary for the three previously cited categories are present, or when the woman states that the pregnancy was planned and desired.
Results
Caseload Estimates
Among the 22,656 obstetric and gynecologic admissions during a continuous 30-day period, 60% were for obstetrics, 21% were for gynecology and 19% were for treatment of an abortion (miscarriage and induced abortions combined, including inevitable, incomplete, missed and complete abortions). These findings indicate a ratio of approximately 31 postabortion patients to every 100 obstetric patients in publicsector hospitals during a 30-day period.
Only 5% of the postabortion cases could be classified as certainly induced, and more (27.4 years) was younger than that of the general population of women of reproductive age. According to the 1995 Egypt DHS, slightly more than one-third of the general population was younger than 30, compared with almost two-thirds of the postabortion patients. The abortion patients' education level was also lower than that of women of reproductive age in the larger population: Approximately 61% of postabortion patients had had no formal schooling, compared with 43% of the 1995 DHS sample. Corresponding to their younger mean age, the postabortion patients also were of lower parity than the general population of reproductive-age Egyptian women. For example, 16% of the postabortion patients had never had children, in contrast to 9% of women in the DHS sample.
Other data for the postabortion patients indicate that for some of these women, it was not their first treatment for an in-*Although this classification has been used repeatedly since its promulgation, some researchers have expressed dissatisfaction with its ambiguity and weak validity. Recently, promising alternative systems have begun to emerge-Source: Jewkes RK et al., Methodological issues in the South African incomplete abortion study, Studies in Family Planning, 1997, 28(3): 228-234. Nevertheless, because the WHO classification scheme is the currently accepted standard, we used it despite its limitations. †The multiplier selected here is admittedly low, and arbitrarily so. (In Latin America, for example, a multiplier of 3-7 has been recommended-Source: Singh S and Henshaw S, 1996, reference 4.) Because of very strong religious and cultural traditions against abortion in Egypt, the incidence of willfully inducing abortion of a recognized pregnancy is judged to be relatively low. In addition, the few anthropological studies of abortion practices in Egypt that have been published indicate that among women seeking to avoid carrying an unwanted pregnancy to term, menstrual regulation (medical interventions to induce bleeding, including the insertion of an IUD) is the method most frequently used. A critically important distinction is made between deliberately inducing an abortion of a recognized pregnancy and inducing an abortion of an unrecognized pregnancy through an act akin to menstrual regulation. tion patients admitted to public-sector hospitals, by type of abortion, Egypt, 1996 (N=4,153) Note: Abortion type was determined according to World Health Organization classification criteria. ment for the incomplete abortion. Overall, more than two-thirds of the patients (69%) indicated that they had referred themselves to the hospital, 19% had been referred by a private health care provider, 9% by a public health care facility and 3% by a daya (a traditional midwife).
Family Planning History
Approximately 47% of the patients reported having used a contraceptive method in the past, lower than the 68% of ever-married women and 70% of currently married women in the 1995 Egypt DHS who had ever done so. 20 Slightly less than one-fifth (17%) of the patients reported practicing contraception at the time they became pregnant. This elevated contraceptive failure rate could be an indication of using a contraceptive when a pregnancy was feared but unconfirmed. In addition, there was an obvious bias in some of the responses of postabortion patients against making statements that could indicate that the abortion was induced, due to the legal and social restrictions on abortion in Egypt. Thus, while only 38% of the patients stated that the pregnancy they had just lost was planned, about 56% reported that although the pregnancy had not been planned, it was wanted, apparently to emphasize that no actions had been taken to terminate it.
Forty-two percent of the women said they planned to begin using a contraceptive method soon after their discharge from the hospital (i.e., the near future). This proportion was slightly lower than that indicated by the 1995 Egypt DHS, in which 58% of currently married nonusers said they intended to use a family planning method sometime in the future.
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Among those who indicated that they intended to use a contraceptive method, almost one-half (48%) were provided with a method prior to their discharge. Overall, slightly less than one-quarter (23%) of the women were provided with a method before they left the hospital.
Medical Findings upon Admission
Overall, the mean duration of the women's hospital stay was 16.7 hours, ranging from one hour to 248 hours (about 10 days). This was substantially shorter than the nationwide mean of 4.8 days for all hospitalizations, as reported by the Ministry of Health and Population. 22 Despite the considerable range, there was little variation around the mean: The 95% confidence interval bracketing the mean ranged from 15.9 hours to 16.8 hours.*
The mean gestational age of the pregcomplete abortion. Approximately 37% of the 4,151 postabortion patients reported a previous miscarriage (a mean of 1.6 previous miscarriages, ranging from one to 11, N=1,523). Very few patients reported having previously induced an abortion: About 2% said they had an induced abortion prior to the pregnancy they had just lost. The 70 women who reported a previous induced abortion gave a mean of 1.07 previous induced abortions (with a range of range 1-3), indicating that some women had had repeat abortions. Overall, only 4% of patients stated that the abortion for which they had just received treatment had been induced intentionally.
Accessibility of Medical Treatment
Approximately 56% of the women reported having traveled more than 5 km to the hospital where they received medical treatnancies lost by the patients in the study was 10.8 weeks, ranging from two weeks to 28 weeks. (However, the assessment of gestational age among patients with an incomplete abortion is known to be problematic. † ) The 95% confidence interval revealed little variation around the mean, as it ranged from 10.7 to 10.9 weeks, and a large majority of the lost pregnancies (86%) had a gestational age of 12 weeks or less.
More than three-quarters of the women were diagnosed as having an inevitable or an incomplete abortion: 44% an inevitable abortion (bleeding and a dilated cervix) and 37% an incomplete abortion (bleeding, dilated cervix and a partial expulsion of the products of conception). Approximately 14% had a missed abortion (fetal demise with delayed expulsion in addition to other signs), and 5% had a complete abortion (total expulsion of the products of conception before the 20th completed week of gestation). Complete abortions were at an average gestational age of 9.9 weeks, missed abortions were at 13.9 weeks, incomplete abortions at 10.4 weeks and inevitable abortions at about 10.9 weeks (p<.001).
Although 86% of the patients exhibited mild to moderate bleeding upon admission, the remaining 14% presented with excessive blood loss. Patients with severe hemorrhaging were about 1.3 times as likely to have traveled more than 5 km to the hospital as were patients who were admitted with mild to moderate hemorrhaging (odds ratio confidence interval, 1.0-1.5). As a consequence of their deteriorated condition, patients with extreme blood loss upon admission had a significantly (p<.005) longer hospital stay (16.6 hours) than did patients with mild to moderate hemorrhaging (14.7 hours).
The medical record form included indicators of three signs of trauma: vaginal tears, cervical tears and uterine perforation. About 1% of patients were diagnosed with one or more of these signs. In addition, 5% of postabortion patients had one or more signs of infection: fever, foul discharge, salpingitis or peritonitis.
Among patients who presented with severe complications such as excessive blood loss (14%), trauma (1%) and infection (5%), the seriousness of their condition was aggravated by the increased likelihood that they experienced more than one complication. Patients with severe hemorrhaging were also more likely to be in shock (35%) or to show one or more signs of trauma (less than 3%) than were patients with mild or moderate hemorrhaging (each less than 1%). 28 International Family Planning Perspectives *The duration of women's hospital stays is affected by hospital policy regarding discharge, as well as by factors associated with medical treatment and the patient's condition. Therefore, caution should be exercised in interpreting this portion of our findings. †Two difficulties are associated with calculating gestational age of incomplete abortions. The first is that in such cases some of the products of conception have been lost, resulting in a smaller uterine size and therefore increasing the likelihood that the gestational age will be underestimated. in the treatment of incomplete abortions in Egypt: Only 10% of patients received no antibiotics prior to discharge. We also collected information on three other types of medications administered to patients: oxytocin, intravenous fluids and blood transfusions. Approximately one-half of patients received oxytocin (56%). These patients' pregnancies had a significantly (p<.001) higher mean gestational age (11.8 weeks) than those of patients who did not (10.3 weeks) . The frequent use of oxytocin may not be a well-reasoned clinical decision: Since the large majority of the abortions occurred in the early stages of pregnancy, when receptors to oxytocin are not usually developed, the use of oxytocin to control bleeding after treatment is not indicated for most cases.
The Postabortion Caseload in Egyptian Hospitals
More than one-half of patients received intravenous fluids (58%), and these were more likely to have been treated at either a university (39%) or a district hospital (38%). Of the 216 patients who were admitted with signs of shock, almost all (92%) were appropriately treated with intravenous fluids. The average duration of stay was significantly (p<.001) less for patients who received intravenous fluids (15.7 hours) than for patients who did not receive any fluids (17.3 hours), suggesting the beneficial effect of providing fluids on patient recovery.
Patients received blood transfusions infrequently (7%); about half of these were in university hospitals. Patients who received transfusions were significantly more likely (p<.001) to have had severe hemorrhaging, and approximately 30% had extreme blood loss.
Patient Outcome
The medical record form included a single measure of patient status upon discharge: alive or dead. A total of 18 out of the 4,153 patients in this study died during hospitalization for postabortion treatment (Table 3) . We therefore observed a case fatality rate of 0.43 deaths per 100 abortion-related admissions during the one-month study period, a figure comparable to the expected case fatality rate of 0.4 per 100 unsafe abortions cited by the WHO for settings in which abortion is legally restricted.
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While these fatalities occurred in a total of 11 hospitals, approximately 56% of them occurred in three hospitals. In one of these three hospitals, the case fatality rate during the 30 days was approximately 23 deaths per 100 admissions, a rate so elevated that it drew government attention for follow-up investigations. Our
Surgical Procedures
Almost all of the postabortion patients (98%) underwent a surgical procedure, nearly always dilation and curettage. Compared with the traditional sharp curettage, vacuum aspiration carries less risk of pelvic infection, cervical injury, uterine perforation and blood loss. 23 Although the use of dilation and curettage for first-trimester abortions has been replaced by vacuum aspiration in most industrialized countries, the method is still relatively unknown in developing countries, as this finding indicates. Only 3% of the surgical procedures were performed using vacuum aspiration. Of these, almost three-quarters (72%) were at Menia University Hospital, one site of the pilot project that introduced the technique in Egypt in 1994. 24 Pain control is another important dimension of quality postabortion health care services. 25 Although the type of medication and its timing are critical aspects of effective case management, very little variation in anesthetics was observed in postabortion care: Eighty-nine percent of the patients received general anesthesia, 3% a local anesthetic and 8% no anesthetics. The prevailing surgical practice for treating incomplete abortions in Egypt therefore appears to be dilation and curettage under general anesthesia. Compared with vacuum aspiration with a local anesthetic, this practice carries a 2-4-fold increased risk of mortality 26 and is associated with higher costs.
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Of the cases in which the women received a local anesthestic, approximately 92% were in university hospitals-90% of which were at Menia University Hospital, with the remaining 2% at other hospitals (all types combined). Patients who received no anesthesia (8%), on the other hand, were more likely to have been treated in district (54%) or general hospitals (29%), settings in which medication is frequently in short supply and where anesthesiologists are often unavailable.
Medications
Preoperative and postoperative sedation or analgesics are customary elements in clinical protocols 28 and have been shown in previous research in Egypt to have a positive effect on the reduction of patient pain. 29 Yet we found that less than one-half of the patients (44%) had received these medications, either alone (33%) or in combination (11%). Among the relatively few patients who received a local anesthesia, almost all (96%) also received a preoperative or postoperative sedative or analgesic, or both. Antibiotics are widely used study did not collect information on the cause of death, but we observed that complications had been more severe among the deceased: Almost one-third (33%) of the fatalities were admitted with severe hemorrhaging, 17% with signs of trauma and 17% with signs of shock. The gestational age of the lost pregnancy was 9.5 weeks among the women who died, compared with a marginally significant greater gestational age of 10.8 weeks among surviving patients (p<.09).
Discussion
Including both induced abortions and spontaneous miscarriages, we found a ratio of 31 abortion-related admissions per 100 obstetric cases. Our estimate of 14.8 induced abortions per 100 pregnancies suggests a level of abortion activity that is comparable to other estimates from the North African region. These ratios indicate that Egypt is expending substantial resources for the emergency medical treatment of postabortion injury-injuries that could be prevented through the provision of family planning to avoid unwanted and unplanned pregnancies. They also illustrate the negative effects that Egyptian legal restrictions on abortion have on women's reproductive health.
Since the abortion-related admissions include cases of incomplete miscarriage, we also provide information on the care of women who have difficulties in achieving successful delivery of wanted births. The incidence of miscarriage, as classified by the WHO protocol, is higher among 
Note: na=not applicable.
is needed on the types of abortion practiced in Egypt, however. Women appear to seek health care promptly after attempting such acts, as the majority of patients presented with only mild to moderate hemorrhaging. We also found that more than two-thirds of the women had referred themselves to the hospital at which they were being treated, and that more than half had traveled over 5 km for treatment. The magnitude of the proportion who were self-referred strongly suggests that women with abortion complications do not go through the primary health care system for a preliminary diagnosis. In addition, some women may travel a greater distance than necessary in order to obtain better quality of care.
The widespread use of sharp curettage and general anesthesia in the treatment of incomplete abortion in Egypt suggests that improvements in the quality of care are needed. The sustained use of vacuum aspiration and local anesthetics at the site of a 1994 pilot program indicate that changes in case management procedures are feasible.
We observed widespread use of antibiotics in the treatment of incomplete abortions in Egypt. The substandard aseptic procedures in most public-sector hospitals contribute to this overreliance on antibiotics. While clinical protocols to safeguard against hospital-acquired infections exist in Egypt, they are not rigorously observed. The lack of basic supplies, such as disinfectant solutions, is often cited as a reason for lax aseptic procedures, yet the supply systems for the governmental hospitals work mostly on a "pull" system: If enough disinfectants are not ordered by a facility, then supplies will run out (i.e., quotas are not commonly given, and only ordered supplies are distributed, in order to avoid oversupply and wastage of materials and medications). Enforcement of aseptic procedures deserves increased effort, particularly as worldwide attention is drawn to the emergence of resistant strains of bacterial infections.
The study described here was undertaken as part of a larger program to address the policy and health care issues that affect medical services for postabortion patients in Egypt. In keeping with our focus on abortion within the public health domain (as opposed to addressing its legal, religious or human rights dimensions), we studied postabortion patients within the medical system.
Defining the magnitude of a health care problem is a first step in determining how resources should be allocated to combat the younger women, a finding that runs counter to the previously established positive association between age and miscarriage. Although this finding may result in part from imperfections in the WHO classification scheme, it nevertheless suggests the need to investigate further what may be an elevated miscarriage rate among younger Egyptian women.
In addition, the special needs of these women should be considered in the discussion of improvements in the treatment of hospitalized abortion cases. Referral services are available in Egypt for the diagnosis and treatment of repeated miscarriages, and efforts should be made to upgrade the technical skills of obstetrician-gynecologists in this area. One possible focus of such efforts could be on the development and promotion of screening and referral guidelines for cases of repeat miscarriage.
Our findings on the low rate at which postabortion patients adopt a family planning method prior to discharge are particularly important, as they reveal that a sizable segment of the population remains underserved by Egypt's well-developed family planning program. Linkages between hospitals' inpatient obstetrics and gynecology departments and the outpatient family planning services were not strong enough to permit routine referrals for most patients, although a sizable proportion of patients reported a desire to use a contraceptive method.
These administrative barriers, as well as the lack of interest among some members of the obstetrics and gynecology profession in ensuring that women are advised of their contraceptive options, are a legacy of the categorical funding for population programs, which have historically developed family planning services in a nonintegrated, vertical manner. While creating linkages through in-house referral and provision of contraceptives within the obstetrics and gynecology wards requires dynamic leadership, it is an attainable aspect of quality reproductive health care services. 31 It is remarkable that the type and severity of the patients' symptoms in this study were largely benign. To date, there have been no large-scale population-based studies of abortion practices in Egypt to which we could compare our results. However, these findings do corroborate anecdotal evidence and anthropological studies that found that acts of self-induced abortion in Egypt do not commonly involve dangerous mechanical instruments, and that most appear to be closer to menstrual regulation practices. More research problem. This research demonstrates that hospital-based studies can provide a practical alternative to community-based research. We hope that this article will stimulate research on this topic in other settings, to nurture the development of comprehensive reproductive health care services identified in the Cairo Programme of Action. 
